Augmentation mastopexy is indicated to project the breast cone, cranially transpose the nipple-areola complex (NAC), and correct volume deficiencies, especially when the upper pole of the breast lacks fullness. Augmentation mastopexy may be a single- or two-stage procedure. The decision to stage surgery involves safety limits for NAC transposition (ranging from 4 cm to 6 cm) and the presence of difficulties such as high degrees of ptosis, poor skin quality, history of massive weight loss, extreme asymmetry, and nipples off midline.^[@R1]^

Although two-stage augmentation mastopexy is an interesting option in complex cases, it is extremely unpopular in our country and we try to avoid it. In the last eight years (2008 to 2016), we performed 85 bilateral augmentation mastopexy surgeries and 9 patients (10.6%) presented special complexities as described earlier.

For these cases, we have devised a single-stage technique in which a modified inferior nipple-areolar pedicle^[@R2]^ is combined with implant placement in a submuscular dual-plane pocket.^[@R3]^ Despite several available variations of the inferior pedicle, we have not found reports of this particular modification or association of techniques in literature.

In this technique, we utilized a modified Wise pattern for skin resection.^[@R4]^ Skin markings and de-epithelialization of the inferior pedicle varied from 6 × 8 cm to 8 × 14 cm (width-to-length), according to desired breast size. Lateral and superior borders of the pedicle were incised down to prepectoral fascia. Inferomedial quadrant of the breast was deskinned as needed and remained attached to the pedicle at the level of fourth and fifth intercostal spaces. Superomedial border of the pedicle was incised obliquely to the fascia at the level of second and third intercostal spaces maintaining a 1.5-cm-thick superomedial dermoglandular flap. The result was an L-shaped inferior pedicle fully attached to prepectoral fascia. This dissection aimed to preserve the maximum number of perforators from the breast septum.^[@R5]^ Identical implants were placed in dual-plane type 1 pockets^[@R3]^ (SDC1). (**See video, Supplemental Digital Content 1**, which shows the intraoperative details of the inferior L-shaped nipple-areolar pedicle. This video is available in the "Related Videos" section of the Full-Text article on PRSGlobalOpen.com or available at <http://links.lww.com/PRSGO/A355>.)
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In this series, mean age at the time of surgery was 31.6 years (range, 17--48 years) and mean follow-up time was 11.2 months (range, 6--21.7 months). Mean preoperative sternal notch to nipple distance (SNN) was 24.9 cm (range, 21--29.5 cm) and mean postoperative SNN was 20.2 cm (range, 19--22.5 cm). Mean vertical NAC transposition was 4.7 cm (range, 2--8 cm). Round, texturized, cohesive silicone gel implants were used in all cases and mean implant volume was 260 cm^3^ (range, 205--295 cm^3^). Figures [1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"} demonstrate preoperative and postoperative views, respectively.

![Patient with grade 3 ptosis, nipples off midline, inelastic thin skin, constricted inferior breast poles, and asymmetry. She desired both breasts to have a volume similar to the bigger breast. Preoperative frontal view.](gox-5-e1184-g002){#F1}

![Symmetry was achieved with bilateral mastopexy with inferior L-shaped nipple-areolar pedicle, unilateral reduction of the right breast, and inclusion of 295 cm^3^ high-profile implants (submuscular, dual-plane pockets) in both breasts. Nine months postoperative frontal view.](gox-5-e1184-g003){#F2}

Dehiscence occurred in 2 patients (22.2%) and 1 patient (11.1%) had bilateral recurrence of ptosis. None of the patients had areolar necrosis or implant-related problems. We believe selection bias and small sample size account for a higher number of dehiscences than previously reported.^[@R1]^

This technique has allowed us to successfully carry out single-stage augmentation mastopexies in complex cases, with a considerably less than 100% reoperation rate required by two-stage procedures.
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